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but it is nevertheless a painful procedure for the patient and many surgeons are reluctant to undertake such a major operation when faced with a less than fifty-fifty chance of substantial benefit. It therefore seemed important to discover to what extent the beneficial results were due to oophorectomy, how much to physical removal of the adrenal glands and how much to the corticosteroids which must be given to maintain life following operation.
In an attempt to answer these questions 12 pre-menopausal women were submitted first to oophorectomy, later to corticosteroid therapy and finally to surgical removal of the adrenal glands.
Thie results showed that under these circumstances surgical adrenalectomy was valueless as it added nothing to the benefits already obtained, irrespective of whether or not oophorectomy and steroid therapy had proved effective. Furthermore, the results of combined oophorectomy and steroid therapy in our hands, as well as those of others (Brinkley & Pillers 1960) , are about the same as those which have been reported from combined bilateral adrenalectomy and oophorectomy. For these reasons it would appear that adrenalectomy can now be abandoned as a form of therapy for breast cancer.
Surgical hypophysectomy has been reported as yielding 48 % of beneficial results in large series of patients (Hadfield 1959) . But this operation can be technically difficult and unsatisfactory in so far as it often fails to ensure complete ablation of the gland, and is furthermore attended by a not inconsiderable mortality and morbidity so that here again there is an understandable reluctance in recommending the procedure and a real need for a satisfactory method of predicting the outcome. Eighteen of the women in the present series were submitted to surgical hypophysectomy. Five of these were pre-menopausal and 13 post-menopausal. The operation was effective in 8 patients and ineffective in 10. But the point of interest is that hypophysectomy proved effective only in those in whom the disease had been found endocrine-dependent as judged by response to prior oophorectomy and steroid therapy in the younger Women, or stilboestrol and steroid therapy in the older women. Hypophysectomy was ineffective in those women in whom the tumour was uninfluenced by the other forms of endocrine therapy.
These results could be summarized as follows:
(1) In 500% of all women breast cancer is completely resistant to all forms of endocrine therapy.
(2) Ovarian function has a profound influence on the effects on breast cancer of testosterone, stilboestrol, oophorectomy and corticosteroids.
(3) Prednisolone is a valuable therapeutic agent for breast cancer, provided that ovarian function has ceased.
(4) The primary treatment of choice for disseminated breast carcinoma is oophorectomy followed by prednisolone, for the pre-menopausal woman, and a combination of stilbeestrol and prednisolone, for the post-menopausal woman.
(5) Adrenalectomy adds nothing to the benefits obtained from the above forms of primary treatment but hypophysectomy may give further worth-while relief to women in whom the tumour has proven responsive to the primary endocrine therapy. The regime described is both simple and humane and furthermore provides a useful means of selecting patients who are likely to benefit from hypophysectomy.
This work was done in the University Department of Surgery, at the Royal Infirmary in Sheffield. I am indebted to my former colleagues for referring many of the patients and to Mr Anthony Jefferson for performing the hypophysectomies.
Film: Bilateral Adrenalectomy and Oophorectomy Through a Single Incision Donald Barlow MS FRCS (London)
The film was made, at the Luton and Dunstable Hospital, to demonstrate the technical ease with which the combined operation can be performed through a single paramedian incision. Obesity was no bar to the operation.
Special points in technique were: (1) Division of the ligamentum teres. (2) The exposure of the left adrenal gland and protection of the spleen by a new technique termed the 'splenic hood'. (3) Access to the more difficult right adrenal gland by ligation and division of the accessory hepatic veins, liver retraction, and digital retraction laterally of the adrenal to expose the very high adrenal vein.
The film won an award at the first British Film Festival in London.
